Cancer of the lung is a condition of clinical importance both because of the increasing frequency with which it is encountered and of the evolution of measures for its alleviation. INCIDENCE. Almost 4,000 deaths from lung tumours are occurring yearly in England and Wales.
These growths usually arise from the bronchial epithelium-hence the commonly used term of bronchogenic carcinoma-and three histological types are common, i.e., the epidermoid, the oat-celled and the glandular, the first two occurring slightly more frequently. Attempts have been made to correlate the anatomical situation of the growth with its histological characteristics, but these probably should be more properly regarded merely as an expression of the degree of cellular differentiation achieved in each particular instance. Similarly, attempts to deduce prognostic information from histological data are constantly being made; as yet these are inconclusive and in no circumstances should they be allowed to deflect the surgeon from the radical treatment of any individual case presenting otherwise favourable features.
The right lung is affected more frequently than the left in a ratio of approximately three to two, and although in about half the cases one or other stem (primary) bronchus is involved, by the time the investigation is undertaken many cases occur in which the lesions are in secondary bronchi and in some it is these smaller bronchi, inaccessible to endoscopic investigation, which are affected. The condition characterised by diffuse thickening of the parietal and visceral layers of the pleura, by pleural effusion, eventually by matting and invasion of most of the intra-thoracic structures and formally described as a " diffuse pleural endothelioma" is usually regarded as a low-grade poorly differentiated type of bronchogenic carcinoma.
As Cases are sometimes seen in which the history and the clinical and radiological examination lead to a diagnosis of chronic lung abscess, and the underlying carcinomatous nature may only be discovered by bronchoscopy, or even, in a few cases, by histological investigation of the " abscess" wall.
Full investigation, including bronchoscopy, should be insisted upon where abnormal physical signs persist in some part of the lung after a supposed " pneumonia," or where such a lesion fails to " resolve." A bronchial carcinoma will be frequently found in such cases.
One case with a vague dyspepsia accompanied by persistent cough and loss of weight, and another which had symptoms suggestive of bronchiectasis with a collapsed lower lobe lasting for several months and accompanied by a profuse purulent expectoration proved, on investigation to have " operable " bronchial cancers.
Interpretation of the variable physical signs encountered is purely speculative unless correlated with the findings of a careful X-ray examination, and the latter is accordingly, the first most important step to be taken in the investigation of these cases. This will include, if necessary, special views to aid localisation and tomography to reveal the relationship of an abnormal shadow to a bronchus.
The various X-ray appearances likely to be seen in these patients can An artificial pneumothorax is sometimes usefully induced to obtain better contrast X-ray delineation of a suspicious lung shadow (cf. pneumoperitoneum). This also permits thoracoscopic inspection, should it be considered necessary.
Bronchoscopy will reveal the presence of any lesion in the main bronchi. The Negus wide aperture type of instrument is the most useful, as material for pathological examination can usually be easily obtained with its aid, and special " retrograde " telescopes passed along it when inspection of the upper lobe bronchi is required. The method also enables the collection of useful information as to the intrabronchial extent of the growth.
Examination of the sputum for the presence of malignant cells is advocated by some as a useful method,4 but it has not been generally adopted because of the impression that these cells have only been found in the sputum in cases so far advanced that diagnosis was already obvious.
Attempts have been made to popularise the use of direct lung puncture to obtain biopsy material from suspicious areas in the lungs.5 This method is unsurgical and unsafe because of the risk both of infecting a possibly " virgin " pleural cavity from a septic lung lesion and of initiating septic or neoplastic emboli.
It is commonplace knowledge amongst physicians who deal with tuberculosis that the general condition of patients with cancer of the lung may show a marked improvement whilst under observation in sanatoria, even considerable increases in weight being noted from time to time. This phenomenon should be remembered when taking into consideration the general condition of cases where carcinoma is suspected.
The very great majority of such cases have sought medical advice at an early stage. Yet the average duration of their symptoms prior to admission to our clinic was 9'8 months.
Whilst a history of one month was obtained from the earliest case, the longest gave a continuous history of five years. During the past year there has been some improvement, probably as the knowledge of the existence of facilities for active treatment has become more widely known; and for the last thirty-six cases the average duration of symptoms prior to admission was 5'33 months, the longest being two years and the shortest one month. Practitioners often refer their patients to tuberculosis clinics or general hospitals first; and for a variety of reasons there is, unfortunately, too often a fatal time lag before they are passed on to thoracic surgical centres. The importance of early reference to such centres cannot be too strongly emphasised. Procrastination and the desire to mark time whilst observing the patient's progress before doing so must be overcome, if what Churchill6 has termed the salvage rate for these cases is to be markedly improved. Valuable time would be saved if such observations of progress were made in the special centres, where at the same time investigations could be proceeded with. Another point that should be emphasised is the importance of repeating investigations where such are inconclusive in suspicious cases.
TREATMENT.
Grey Turner has rightly emphasised, in speaking of malignant disease generally, that "it is our duty to use the art of surgery to the utmost of our power for the relief of sufferers from this dread malady."7 The only treatment that holds out any reasonable prospect of prolonged survival is surgical extirpation of the affected lung-in a few cases it may suffice to remove the lobe-at an early stage of the disease. The immediate mortality of these cases in which it has proved possible to complete the removal is in the vicinity of 30 to 40 per cent.
and recently several five-year survivals have been recorded from active American clinics.8, 6, POST-GRADUATE MEDICAL JOURNAL OCTOBER, 1941 All other forms of treatment are palliative-or even useless-with the exception in a few cases of X-ray therapy.
All our cases in which it is not possible to carry out radical surgical treatment-and these, of course, form the greater part of our material-are referred to the radiotherapist. They almost all receive appreciable symptomatic relief, especially from the dyspncea and venous obstruction associated with mediastinal involvement. Massive shadows previously seen in the X-ray films disappear, collapsed lobes re-expand and the patients often gain weight. Unfortunately, the improvement is not usually maintained, and most of the patients die within six months of the conclusion of the treatment from cachexia or distant generalised metastases.
One or two of our cases treated thus have survived for over a year and remained in good health, and one recent case-a young man-returned after fifteen months with a recurrence of a carcinomatous mass in the mediastinum and upper lobe of the right lung, associated with intense dyspnoea, cyanosis and engorgement of the veins of the neck, head and arms; apparent resolution occurred again with complete symptomatic improvement after repetition of the X-ray treatment, the course of which has just been completed.
There So far as the details of the radical operation are concerned, it must suffice to say that usually the whole lung rather than one of the lobes should be removed, and that this should be done by dissection of the individual vascular and bronchial elements of the pedicle, rather than by the use of mass ligatures, tourniquets, etc., as the former method facilitates the removal of any mediastinal or sub-tracheal glands which may be involved.
There is little deformity or disability after a successful pneumonectomy performed by modern methods, although subsidiary operations may be required for complicated cases.
Finally, mention must be made of a few directions in which the surgeon may be of assistance in the alleviation of cases unsuitable for radical extirpation.
The severe pain so often a feature of these is usually easily abolished by the paravertebral injection into the appropriate intercostal spaces of such permanent or semi-permanent anaesthetic substances as absolute alcohol or Proctocaine.
The drainage of complicating abscesses relieves the associated toxaemia, and what is of greater benefit, may materially reduce the amount of foul sputum coughed up.
If X-ray therapy is not available, or if it fails to relieve the intense dyspnoea, etc., often associated with massive glandular deposits in the upper thoracic wall, division of the manubrium sterni may prove beneficial.
